SYNOPSIS Serum IgG concentration was lower in Jamaicans than in Nigerians. The maternalfoetal IgG ratio was also lower in Jamaican sera than in Nigerian sera. It is suggested that endemic malaria in Nigeria may be responsible for these differences. The higher IgM concentration in the Nigerian cord sera may be further evidence of this. Eighteen new cases of myeloma were detected in Jamaicans between August 1966 and May 1967. Based on Gm typing, only two of these showed evidence of mixed white ancestry. All the others had the typical Gm groups of Negroes. Similarly, only two patients out of a total of 17 with malignant lymphoma showed evidence of mixed white ancestry. Twelve of the patients with myeloma showed serum proteins of the IgG type, five were IgA, and one had only light chains in the serum. The majority of the patients had myeloma protein of the kappa type. The Gm typing suggested that six patients had myeloma protein of the yl heavy chain subclass, and one patient had a y3 subclass heavy chain, the remainder belonging most likely to the y2 heavy chain subclass since y2 occurs about four times as frequently as y4.
The last five years have seen great advances in the study of the immunoglobulins in health and disease and one of the first diseases in which they were studied was multiple myeloma. This disease is vety uncommon in those parts of Africa populated by Negroes (Camain and Lambert, 1964; Davies, 1964; Edington and MacLean, 1964) while in the American Negro its incidence is much higher than in white Americans (MacMahon and Clark, 1956 ). The incidence of multiple myeloma is also high in Jamaicans (McFarlane, 1%6; Talerman, 1968) . Various reasons have been advanced for the higher levels of gamma globulin in Africans than in Caucasians (Mohun, 1946; Edozien, 1957 Immunoelectrophoresis was determined by the method of Scheidegger (1955) and Gm and Inv groups by the method of Steinberg (1962) .
Immunoglobulins in Jamaicans and Nigerians with myeloma and lymphoma in Jamaicans
The following reagents were used to determine the Gm and Inv antigens. The samples from patients with multiple myeloma were tested for Gm 1, Gm 2, Gm 3, Gm 5, and Gm 6, and for Inv 1. To conserve reagents and the patients' sera, of which only small samples were available, sera from the myeloma patients were initially tested at 1/32 dilution. The samples from the lymphoma patients were tested only for Gm 1, Gm 3, Gm 5, and Gm 6 at 1/16 dilution. None of these samples was titrated.
Results
The results of immunoglobulin levels are summarized in Table I Grey and Kohler (1968) . Eight of the 17 patients whose urines were tested gave a positive reaction for Bence-Jones proteins.
Antisera to determine the heavy chain subtypes of the G myeloma protein were not available, and the results of the Gm determinations were used to estimate the y chain subclass. Four of the IgG myeloma samples (nos. 3, 4, 10, and 12) have a raised concentration of the Gm 1 antigen. It is highly probable that this antigen is carried by the myeloma protein. One sample (no. 14) has a high titre of Gm 5 and Gm 6. These antigens are probably carried by the myeloma protein. Kunkel, Allen, Grey, and Martensson (1964) and Terry, Fahey, and Steinberg (1965) have shown that Gm 1 and Gm 3 are carried by the yl chain and that Gm 5 and Gm 6 are carried by the y3 chain. The Gm typing suggests that the myeloma protein in samples 3, 4, 10, 11, 12, and 13 has a yl heavy chain, and that the heavy chain in sample 14 is y3. The heavy chain in the remaining samples may be either y2 or y3.
The Inv 1 titre of the sera is also shown in Table II . One sample (no. 14) had a high titre of Inv 1 but none of the others did.
Two of the myeloma patients (cases 3 and 16) showed the presence of Gm 3 in their nonmyeloma IgG protein, and this is evidence of white ancestry. No evidence of white ancestry was evident in any of the other samples. Similarly in the group of 17 lymphoma patients, only two were observed with the Gm phenotype of mixed white ancestry.
Discussion
Endemic malaria in Nigeria may be responsible for the higher concentrations of serum IgG in Nigerians than in Jamaicans and for the lower maternal-foetal IgG ratio in the Jamaicans. The higher IgM level in the Nigerian foetal sera appears to support this hypothesis. 1  67  F  G  1  <32  <32  <32  <32  <32  2  57  M  A  1  >32  <32  >32  <32  <32  3  62  F  G  k  I  I  > 4096  128  64  <32  <32  4   47  M  G  I  I  1  2048  <32  32  <32  128  5  35  M   A  k  1  256  <32  <32  <32  64  6  62  M  A  k  >32  <32  >32  <32  <32  7  56  M  A  k  256  <32  <32  <32  64  8  48  M  G  k  <32  <32  <32  <32  <32  9  53  M  G  k  64  <32  <32  <32  <32  10  39  F  G  k  I  1  >4096  <32  <32  <32  <32  11  46  F  G  k  I  1  1  512  <32  <32  <32  512  12  62  M  G  k  1  1  >4096  <32  <32  <32  <32  13  59  M  G  k  1  1  1  512  <32  64  <32  256  14  52  F  G  k Table If Summary offindings in myeloma in Jamaicans
It is clear that ideal conditions for studying the incidence of multiple myeloma could best be achieved if the study were carried out over a longer period and/or if a large population survey in the island could be undertaken.
The types of myeloma in Jamaica are similar to those reported elsewhere. The proportion of kappa light chain type to lambda light chain type is similar to the proportion of these light chain types reported in other series of myeloma. The Gm titre of the sera showed that the majority of both the myeloma and lymphoma patients are of Negroid stock, and this suggests that the incidence of myeloma in Jamaica may not be due to mixed racial ancestry.
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